Pleural effusion secondary to vascular perforation and leakage of total parenteral nutrition (TPN) is a rare complication of central lines. We report such a case and urge physicians to familiarize with recognition and management of this rare complication as both TPN and central catheter lines are widely used techniques.
A 61-y-old woman was attended by our team. She had suffered a chest traumatism resulting in three right costal fractures with multiple costoesternal desinsertion. It determined a functional 'volet' with severe respiratory insufficiency. A peripherically inserted central venous catheter (Drum Cartridge, Abbott Laboratories) was canalized and TPN and fluidotherapy were started. The position of the catheter was checked by a chest X-ray film (Figure 1) . At 48 h, after respiratory situation worsened and an X-ray chest film evidenced bilateral pleural effussion. Thorachocentesis was performed obtaining a milkywhite liquid, chemically identical to TPN preparation. Venous access and TPN were discontinued, improving the respiratory situation with total reabsorption of pleural effussion.
TPN must be administrated by central catheters into rapidflow vessels with adequate mixing to prevent vessel-wall perforation (Paw, 2002) . This rare complication develops due to hyperosmolality-induced endothelial damage, increased vascular permeability and later phlebitis with necrosis of the vessel wall. It is favoured by central catheter tip migration, occurring in approximately 17% of all percutaneously introduced catheters (Paw, 2002) . Risky situations are at the location at the proximal superior vena cava in the region of the azygous recess mainly in left-sided catheter tips (Duntley et al, 1992) and insufficient length inserted catheter disposed against the right lateral superior vena cava wall within 451 from perpendicular (Duntley et al, 1992) . Catheter placing from the right internal jugular vein results in fewer malpositions than via the subclavian vein or left internal jugular (Paw, 2002) . Good fixation prevents onward catheter movement and placing catheter tip distal to the danger zones and above the atrium seems to prevent cardiac tamponade and vessel perforation (Duntley et al, 1992) . Free aspiration of blood from the catheter does not exclude the diagnosis and catheter position must be confirmed by appropriate chest X-ray. A wide angle with the superior vena cava or location beyond the confines of the vascular space suggests the diagnosis.
When vessel perforation occurs, both unilateral or bilateral pleural effussions may appear. Bilateral pleural effussions are rare, due to nondescribed anatomical vias between pleuras (Paw, 2002) .
Milky-white pleural effussion is diagnostic in patients receiving intravenous fat emulsions when excluding infected effussive processes, long-standing fluid collection in tuberculous patients, pseudochylothorax and true chylothorax. Diagnosis of chylothorax is based on lipid composition of the fluid with high trygycerides, and low cholesterol (Valassiadou et al, 2000) . Glucose and potassium fluid level (Wolthuis et al, 1998) are also useful. Although pleural effussion may undergo spontaneous reabsorption in our case, thoracocentesis improved TPN removal and respiratory distress.
It is necessary to avoid ascribing dyspnoea increase and pleural effusions to progression of the underlying disease or development of new complications (Duntley et al, 1992) . Physicians unfamiliar with this rare complication promote the delay in diagnosis and avoidable morbidity. The development of new or progressive cardiopulmonary symptoms, enlarging pleural effussions, mediastinal widening, increased central venous pressure combined with systemic hypotension and curving or extravascular location of the catheter tip (Duntley et al, 1992) associated to milky-white pleural effusion suggest vascular perforation and TPN fluid leakage to the pleural space. 
